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VFC HOSPITAL ACTIVITY WORKSHEET
VFC PIN#             Provider Name
Start Date End Date

For each child please 
write in the appropriate 

eligibility status*

Patient Identification 
Number (Do not use 
names/Soc. Security 

numbers)

Date of 
Injection Hepatitis B HBIG Initials

*Indicate eligibility status by entering: Medicaid, Uninsured (No Insurance), American Indian,  
Alaska Native, uNder-insured, KCHIP, Other, Privately Insured

H/Epi/Immunize/VFCManualforms/ActivityWorksheetHopital05outletters.xls
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